Anorectal variceal bleeding is a rare occurrence; however, in such event, it could be fatal due to large size and high blood flow rate of varices. However, to date, there is no standardized treatment modality. Although endoscopic treatment can be provided, in cases of recurrent anorectal variceal bleeding, other therapeutic modalities for hemostasis are necessary. Here, we present a case of 58-year-old female patient with liver cirrhosis, who suffered from massive bleeding of anorectal varices. Endoscopic variceal band ligation was performed for primary hemostasis. Additionally, transjugular intrahepatic portosystemic shunt (TIPS) with embolization was performed to reduce the risk of rebleeding. Following the procedure, she had no further bleeding episodes, and the size of anorectal varices decreased, as seen on an abdomino-pelvic computed tomography. Our case illustrates the effectiveness of combined radiological intervention of TIPS with embolization after endoscopic hemostasis, for variceal obliteration and prevention of rebleeding. (Korean J Gastroenterol 2018;71:234-238) 
INTRODUCTION
Portal hypertension leads to the dilatation of collateral portosystemic veins along the gastrointestinal tract. Varices are most commonly observed in the esophagus and stomach; however, they can also develop in the anorectal region, occurring in about 3.6% to 78% of patients with portal hypertension. 1, 2 Although anorectal variceal bleeding is rare, it can be fatal; hence, prompt diagnosis and management are critical.
Currently, there is no definitive standardized treatment modality due to insufficient data and rarity. Various modalities are used for the management of bleeding anorectal varices, including endoscopic treatment (band ligation, injection sclerotherapy), surgical treatment, and radiologic interventions, such as transjugular intrahepatic portosystemic shunt (TIPS), balloon-occluded retrograde transvenous obliteration, and embolization.
Here, we present a case of massive anorectal variceal bleeding, which was primarily controlled by endoscopic variceal band ligation (EVL) followed by TIPS with embolization.
CASE REPORT
A 58-year-old female patient with liver cirrhosis associated with hepatitis B virus infection was transferred to our hospital for massive hematochezia. On arrival, she was alert and oriented, with an anemic conjunctiva. She showed distended abdomen with shifting dullness. Her prescribed medications were diuretics and anti-viral agent for hepatitis B virus infection. We did not prescribe her beta blockers due to previous refractory ascites. Fresh blood was observed on digital rectal examination. Blood pressure was 90/60 mmHg, heart rate was 84 beats/min, and body temperature and respiratory rate were within normal range. The initial laboratory findings were as follows: hemoglobin 6.9 g/dL, platelet 99,000/mm 3 mental change one month after discharge, hepatic encephalopathy was well controlled with medication. She was then regularly followed-up for six months without any episode of bleeding or hepatic encephalopathy in the outpatient clinic.
DISCUSSION
The term, 'ectopic varices', is used to describe dilated portosystemic collateral veins due to portal hypertension, located anywhere, except in the gastro-esophageal region.
Among them, anorectal varices are discrete and dilated submucosal veins located in the anorectal area, which can develop when portal hypertension exceeds the 10 mmHg of hepatic venous pressure gradient. 3 Anorectal variceal bleeding has been reported in about 0.5% to 5% of patients with anorectal varices. 4 No relationship has been found between the increased incidence of anorectal variceal bleeding and the pres- Since anorectal varices can be confused with hemorrhoids, which can coexist, they are likely to be misdiagnosed by physicians. However, anorectal variceal bleeding can be fatal, unlike hemorrhoidal bleeding; hence, it is critical to differentiate between them and make the right diagnosis to manage further bleeding. 6 Hemorrhoids are purplish colored vascular cushions of the venous and arterial anastomosis. TIPS, which was first introduced by Katz et al. 9 , is an effective and recommended procedure for intractable variceal bleeding from anorectal varices. 10 13 reported five cases of rebleeding even after successful TIPS. Another study reported a case of rebleeding after successful TIPS, which was treated well with additional embolization. 12 Thus, we thought that there may be a difference in the risk of rebleeding if TIPS alone is performed without embolization. However, further studies are warranted to prove that a combinational treatment is in fact more superior than TIPS alone.
In our case, EVL was used for both the diagnosis and treatment, due to its ease and availability. Since the patient was in the stage of advanced liver cirrhosis, surgical treatment was not considered. An abdomino-pelvic CT after the endoscopic procedure showed persistent, huge and tortuous anorectal varices, with large amount of ascites. Thus, in our case, it was essential to reduce the portosystemic pressure gradient. Embolization was also performed with TIPS to reduce the risk of rebleeding, and no further bleeding was observed. However, more data are necessary to establish this method as a definitive therapeutic modality. We hope our case will strengthen the concept of combinational modalities when dealing with anorectal variceal bleeding.
